Transitional care management is effective at reducing hospital readmissions among patients with multiple chronic conditions, but evidence is lacking on the relative benefit of the home visit as a component of transitional care. The sample included non-dual Medicaid recipients with multiple chronic conditions enrolled in Community Care of North Carolina (CCNC), with a hospital discharge between July 2010 and December 2012. Using claims data and care management records, this study retrospectively examined whether home visits reduced the odds of 30-day readmission compared to less intensive transitional care support, using multivariate logistic regression to control for demographic and clinical characteristics. Additionally, the researchers examined group differences within clinical risk strata on inpatient admissions and total cost of care in the 6 months following hospital discharge. Of 35,174 discharges receiving transitional care from a CCNC care manager, 21% (N = 7468) included a home visit. In multivariate analysis, home visits significantly reduced the odds of readmission within 30 days (odds ratio = 0.52, 95% confidence interval 0.48-0.57). At the 6-month follow-up, home visits were associated with fewer inpatient admissions within 4 of 6 clinical risk strata, and lower total costs of care for highest risk patients (average per member per month cost difference $970; P < 0.01). For complex chronic patients, home visits reduced the likelihood of a 30-day readmission by almost half compared to less intensive forms of nurse-led transitional care support. Higher risk patients experienced the greatest benefit in terms of number of inpatient admissions and total cost of care in the 6 months following discharge.
Introduction
P revention of hospital readmissions has become a high priority for health care payers and providers in recent years. A variety of ''transitional care'' approaches have been implemented across the country to improve care for patients in the period following hospital discharge and reduce the likelihood of medical complications that lead to hospital readmission. Elements of transitional care vary, but may include improved discharge planning, coordination with community providers, patient education, and follow-up contact by a pharmacist or nurse care manager after discharge. 1, 2 Although current evidence strongly supports the effectiveness of transitional care models in reducing readmissions, less is known about the benefits of individual components of transitional care and which patients are most likely to benefit. 3 In particular, few studies have rigorously evaluated the added benefit of an in-person home visit for patients transitioning from the hospital, although existing studies indicate a positive effect. In one randomized controlled trial of elderly patients, in-person home visits from an advanced practice nurse during the 4 weeks after hospital discharge delayed the time to a first readmission and reduced the number of multiple readmissions compared to similar patients receiving routine discharge planning. 4 In a pair of studies of patients with chronic congestive heart failure, those patients who received home visits within 7 to 14 days of discharge had fewer unplanned readmissions and longer survival. 5 Home visits may provide unique opportunities to identify and address issues that prevent a smooth transition from the hospital. At a home visit, a care manager may gather vital medication use information; educate patients and families about events surrounding the hospitalization, management of acute or chronic conditions, and warning signs of decline; assure that patients are well prepared for follow-up appointments; and identify social or environmental concerns. 6 However, there are a number of less intensive components of transitional care that may satisfactorily meet the needs of patients at less cost, including a bedside visit by a nurse care manager while the patient is still in the hospital, checking in with the patient during the primary care follow-up appointment, coordination of services behind the scenes, telephone contact, or written correspondence. Although most would expect there to be some ''drop-off'' in effectiveness with these less intensive activities, the question remains whether home visits yield sufficiently greater benefit to justify the additional resource investment.
North Carolina's medical home program for Medicaid beneficiaries, Community Care of North Carolina (CCNC), has demonstrated success in reducing readmissions among beneficiaries with complex chronic medical conditions through a multifaceted transitional care program that emphasizes communication and timely follow-up with a patient's primary care medical home after discharge, comprehensive medication management, patient and caregiver education, and face-toface contact by a nurse care manager for high-risk patients. 6 Prior evaluation demonstrated a 20% reduction in risk of readmission over the year following discharge among patients who received any degree of transitional care management support. 7 Another study demonstrated the benefit of timely outpatient follow-up for the highest risk patients. 8 The present study sought to determine whether an in-person home visit by a nurse care manager yielded measurable benefit above and beyond less intensive components of transitional care performed by the care manager. Specifically, the researchers conducted a retrospective analysis of care management data and Medicaid claims, controlling for patient and hospital characteristics, to examine 30-day readmission rates and 6-month cost and utilization outcomes for patients who received a home visit compared to those who received transitional care support that did not include a home visit.
Methods

Selection of sample
Eligible patients were discharged from a North Carolina hospital between July 1, 2010, and December 31, 2012, with the hospitalization paid by North Carolina Medicaid. Patients had to be Medicaid eligible for at least 1 month prior to admission and at least 90 days post discharge; and not dually enrolled in Medicare during the follow-up period. Patients living in a 5-county region with a capitated behavioral health care waiver were excluded because of incomplete data on psychiatric hospitalizations. Patients were identified as having multiple chronic or catastrophic conditions by 3M's Aggregated Clinical Risk Group 9 classification system in analysis of all Medicaid claims history 2010-2012. Eligible discharges excluded obstetric and newborn hospitalizations, and required that the patient was discharged to home with either self-care or home health services.
There were 120,039 discharges meeting these criteria. For patients having more than 1 eligible discharge, the researchers selected the first discharge and additional discharges that were at least 90 days apart. This resulted in the selection of 86,462 index discharges. Of these, 53,197 discharges were for individuals enrolled in CCNC and therefore eligible to receive the transitional care intervention. Of these, 38,904 discharges received some form of transitional care support by a CCNC staff member. (Components of the CCNC transitional care management program, and the frequency with which specific component interventions were delivered during the time period of this study, have been described previously. 6 ) For the present analysis, these discharges were divided into 2 mutually exclusive groups based on the type of transitional care received. The ''Home Visit'' group (N = 7468) comprised those who received an in-person visit any time between the date of their index admission and 30 days post discharge or readmission if readmitted within 30 days. Patients who did not receive a home visit but did receive less intensive transitional care services comprised the ''Other Transitional Care'' comparison group (N = 27,706). Index discharges for patients who received care management services initiated between 30 and 90 days post discharge, and those whose initial care management service occurred within 30 days after a readmission, were excluded from all analyses (N = 3730).
The primary outcome of interest was readmission within 30 days of the index discharge, identified in claims with dates of service through March 31, 2013, paid by June 30, 2013. Readmissions on the same day as the index discharge and those for obstetrics or newborn were excluded. Secondary outcomes were total inpatient admissions and total Medicaid costs per member per month over the 6-month period following index discharge.
For assessment of these outcomes, patients were stratified into 6 categories of readmission risk associated with their Clinical Risk Group (CRG). Developed by 3M Health Information Systems, CRGs use a hierarchical model to assign patients into 1 of 1075 mutually exclusive CRGs based on historical claims data. The average 90-day readmission rate among patients in each of the 1075 CRGs during a 5-year period determined the expected readmission rate for study patients within the same CRG. Further details about this methodology have been described previously. 8 
Data sources and control variables
Data regarding patient demographic characteristics and enrollment in Medicare, Medicaid, and CCNC came from the North Carolina Medicaid eligibility and enrollment files. Costs, utilization, pharmacy fills, clinical characteristics, and medical history measures were derived from paid Medicaid claims. Information regarding the transitional care intervention was recorded according to standardized documentation protocols in CCNC's care management information system.
Covariates were selected based on known association with likelihood of readmission and/or targeting for transitional care. A description of the covariates and how they were defined is shown in Table 1 . Several continuous clinical measures were categorized based on their distribution in association with having a home visit in order to improve statistical control of differences between the intervention groups.
Statistical analysis
The Home Visit and Other Transitional Care groups were compared on all covariates using logistic regression, with Home Visit vs. Other Transitional Care as the dependent variable and each covariate as the single independent variable. Logistic regression also was used to estimate odds ratios (ORs) for the Home Visit compared to Other Transitional Care, with 30-day readmission as the dependent variable, controlling for patient demographic characteristics, patient medical history, and characteristics of the index hospitalization. All analyses account for the correlation among discharges for the same client using generalized estimating equations, specifying an exchangeable correlation matrix to obtain robust parameter estimates and standard errors.
Secondary analyses examined the incremental impact of a home visit on number of inpatient admissions during the 6-month follow-up period using negative binomial regression, and total Medicaid costs using linear regression. These analyses were limited to the first index admission for each patient. Both models controlled for the same covariates as the primary analysis. Both outcome variables were converted to an average per month based on number of eligible months during the 6-month follow-up period. Total Medicaid costs were log-transformed in the linear regression model. All analyses were conducted using SAS 9.2 (SAS Institute, Inc., Cary, North Carolina).
Results
There were a total of 35,174 qualifying discharges among 26,647 patients who received CCNC transitional care during the study period. Transitional care included a home visit for 7468 of these discharges. Table 2 describes the sample of discharges, overall and by treatment group (Home Visit vs. Other Transitional Care). The 2 groups differ on many characteristics, with those receiving a home visit being older, more likely to be female, and more likely to be black. Those in the Home Visit group also tended to be in higher risk CRGs, have more outpatient providers and more medication fills in the past year, and were more likely to be discharged with home health services than those receiving less intensive forms of transitional care. Although the average number of inpatient admissions and emergency department (ED) visits in the past year were slightly lower for the Home Visit group, a slightly lower proportion had no inpatient admissions in the prior year. There were a total of 4942 readmissions within 30 days (14.1%), with readmissions less common in the Home Visit group (9.9% vs. 15.2%, P < 0.001) in unadjusted analysis. Multiple logistic regression analysis demonstrated a strong, statistically significant reduction in the odds of 30-day readmission for those who received a home visit compared to other transitional care (OR = 0.52, 95% confidence interval [CI] = 0.48-0.57, P < 0.001) ( Table 3) . As expected, patients in higher-risk CRGs, and those with a history of inpatient and ED visits in the past year, had a greater likelihood of a 30-day readmission. Because being discharged with home health services was associated with greater readmission risk as well as greater likelihood of a home visit under the CCNC transitional care program, a sensitivity analysis was conducted excluding patients discharged to home health services, with virtually no change in the results (OR = 0.53, 95% CI = 0.48-0.59, P < 0.001). Additionally, when excluding patients who were readmitted before reasonable time had passed to conduct a home visit (7 days post discharge), the effect was reduced yet still clinically and statistically significant (OR = .70, 95% CI = 0.64-0.77, P < 0.001). Table 4 presents the results of additional analyses related to inpatient admissions and total cost of care in the 6-month follow-up period. Results of the negative binomial analyses, controlling for each of the covariates listed in Table 1 , showed statistically significant reductions in inpatient admissions in the follow-up period for 4 of the 6 clinical risk strata, with the others approaching significance. The observed reduction in inpatient utilization was incrementally greater with increasing clinical risk. In the linear regression analysis, home visits also were associated with a trend toward lower total per member per month costs in the 6 months following discharge in all but the lowest risk stratum, with the magnitude increasing with clinical risk. However, this cost difference reached statistical significance only for the highest risk strata (average monthly cost difference $970, chi-square = 14.94, P < 0.001). This finding remained significant even when excluding patients discharged with home health services, and excluding those readmitted within 7 days of discharge.
Discussion
Although considerable attention has focused on accurately refining the ability to predict which patients are most likely to be readmitted, there is a need to move beyond more accurate prediction of high-risk patients to more accurate prediction of impactable patients, with a greater focus on directing specific care management interventions to those patients who are most likely to benefit. Health care organizations have implemented a variety of strategies to improve care transitions following hospital discharge, which may vary in resource intensity from improved discharge planning processes in the hospital setting, to telephonic follow-up after discharge, to multidisciplinary care team approaches with face-to-face contact in the patient's home. The researchers have previously described that the effectiveness of transitional care management, broadly defined to include any form of transitional care support beyond usual care, varies according to the clinical complexity of the patient, with highest risk patients yielding the greatest benefit in terms of reduced rehospitalizations over the subsequent year. 7 The present study further refines our understanding of the incremental value of the home visit as a component of transitional care, and which patients can be expected to benefit the most from this relatively resource-intensive intervention.
This evaluation found that receiving a home visit from a care manager after hospital discharge substantially reduced 30-day readmission rates for patients with multiple chronic conditions, by approximately half, beyond less intensive forms of transitional care. The impact of the transitional care home visit on total admissions and total Medicaid costs over the 6-month follow-up period varied by clinical risk. In the extreme example, for every 100 patients in the highest risk group who received a home visit, 37 additional admissions were averted in the 6 months after discharge, and total Medicaid costs were reduced by $581,800. In contrast, although future admissions were modestly reduced for the lowest risk group (2 admissions averted for every 100 patients over 6 months), total costs of care were higher. Generally, the association between home visits and reductions in future hospitalizations and total costs was greater as the patient's clinical complexity and underlying risk of readmission increased. For patients with an inherent risk of readmission >30%, home visits were associated with a 6-month reduction in total Medicaid costs in excess of $2000 per patient. Patients in this highest risk group are characterized by having 3 or more serious chronic medical conditions, typically including advanced coronary artery disease, chronic obstructive pulmonary disease, chronic renal failure, congestive heart failure, diabetes, ischemic vascular disease, or a history of organ transplant, dialysis, or total parenteral nutrition.
The incremental cost of a home visit as a component of transitional care management will vary by setting, but the effect estimates in Table 4 should provide a useful heuristic for program planners. Although formal cost-savings analysis was beyond the scope of this study, it is known that intervention costs may vary widely, related to geographic variation in salary for care team members and travel distance to the patient's home. The CCNC transitional care program was built on the existing care management infrastructure, including a locally embedded multidisciplinary care team workforce, existing relationships with primary care providers and hospitals in local communities, and a statewide informatics platform and care management information system. This infrastructure provides economies of scale that may not translate to other environments. In any setting, a positive return on investment for home visits is much more likely if intelligently targeted toward higher risk patients.
Although the evidence is compelling that home visits can have a big impact when targeted toward higher risk patients, exactly what makes a home visit so effective is unknown. Home visits provide a range of services that may assist a patient in transitioning after a hospital discharge, including patient and family education, identification of social and environmental barriers, and a complete medication review and reconciliation. The researchers speculate that the inhome medication reconciliation is a large driver of the added effectiveness of a home visit, particularly for patients with multiple chronic conditions. However, additional research is needed to explore this further. Medication management for patients receiving CCNC transitional care management services goes far beyond the traditional concept of simply documenting a comprehensive list of medications. Serious medication discrepancies are highly prevalent for the high-risk Medicaid population after hospital discharge. CCNC nurse care managers work closely with clinical pharmacy staff to identify discrepancies across all available sources of medication data. 6, 10 Patients with multiple chronic conditions typically have multiple physicians involved in their care and require multiple medications, and medication changes made during a hospitalization can add confusion to the overall care plan. Although medication reconciliation can be done over the phone, a visit to the patient's home allows the nurse care manager to gather information firsthand about which medications are being taken regularly (including over-the-counter medicines, alternative therapies, and older prescriptions), and to better identify barriers to medication compliance or exacerbating factors such as high sodium foods in the kitchen. The home visit may allow the care team to more effectively educate patients and caregivers on medication use and side effects, and to coordinate with the patient's primary care medical home and specialist physicians in a timely manner to resolve discrepancies. Additional details about CCNC care management and medication management strategies in the home visit setting have been described elsewhere. 11, 12 This study was limited to a Medicaid population in North Carolina, and therefore the results may not apply to the general population. As with any observational study based on claims data, there is the potential for selection bias and inadequate control of demographic, clinical, and programmatic confounders. There may be factors related to a care manager's decision to conduct a home visit, and a patient's willingness to receive a home visit, that could not be controlled for. To attempt to control for potential biases, this analysis used a large sample size and controlled for a broad range of covariates, including details about patient demographics, medical history, the index hospitalization, and a variety of robust measures of clinical risk. The comparison group included only patients who were willing and able to receive some care management intervention, thus removing patients who were either unreachable or completely unwilling to engage. During the study time frame, program expectations were that care managers should prioritize home visits for patients they perceived to be most vulnerable or at highest risk of readmission. Retrospectively, objective evidence offers reassurance that the home visit intervention was not biased toward lower risk patients: patients who received home visits had more chronic conditions, more chronic and acute medications, more providers, and a higher inherent risk of readmission based on CRG distribution. 0.061** -$970** *Statistically significant group differences, P < .05. **Statistically significant group differences, P < .01. The researchers applied a negative binomial and a linear regression analysis using the same covariates as listed in Table 1 to examine the incremental impact of a home visit on future utilization and cost, respectively. Total Medicaid costs were log-transformed when evaluated in the regression model. Both regression models were limited to the first index admission for each patient.
CRG, Clinical Risk Group; PMPM, per member per month.
The evaluation approach used further mitigated against selection bias by stratification of patients into CRGs, allowing direct comparison of patients with equivalent disease burden and risk at the time of hospital discharge. During the year prior to the index discharge, half of the patients in each group had not had any hospitalizations. Group differences were small with regard to percent of population with 1, 2, and 3 or more previous admissions, and further mitigated after sorting into individual risk strata. Hence, we can be confident that the baseline differences between groups, within strata, were similar enough to allow for direct comparisons within strata, and observed differences in readmission rates likely were not due to regression to the mean. Unique strengths of this study include the use of a large and complex transitional care population, spanning a diverse geography and multiple provider systems, as well as visibility into complete claims history, which allowed for granular examination of the impact on future admissions and total cost of care within multiple strata of clinical risk. Although a quasi-experimental study design cannot establish a causal relationship, the observed associations between home visits and study outcomes were substantial, and compelling enough to warrant attention from health care administrators and stakeholders, and to stimulate further investigation in other populations.
As provider organizations take on increasingly greater financial risk for failed hospital transitions, whether through financial penalties or through more broad-based accountable care arrangements with both public and private payers, they will need a more complete understanding of where readmission reduction opportunities exist and the expected return on investment for deploying transitional care interventions. Hospital discharge is a critical moment for care coordination interventions to improve outcomes for complex patients, yet many patients fall through the cracks during this period. Planning for proper care and timely support after discharge must begin before a patient leaves the hospital, and must be integrated within a coordinated system of longitudinal care that can adapt to available resources and a patient's individual needs. To this end, this analysis demonstrates a crucial role for postdischarge home visits, executed within a systematic framework for identifying high-risk patients with multiple chronic conditions who are most likely to benefit. 
